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CHRISTOPHER J . GLYNN
Flinders Medical Centre
The pain clinic is any group of medical and/or health professionals who are treating pain sympto-
matically. These clinics may be "open", where any doctor may refer patients, or "closed", where
only specialists may refer patients. The patients are referred because of intractable pain, defined as
pain of at least one month's duration, which has not been relieved by conventional techniques.
Collaboration between the various specialists involved with the patients and between the other
specialist clinics is of paramount importance.
The history and development of the con-
cept of the pain clinic is interesting and is the
logical starting point in any discussion of this
subject. The first pain clinic was probably that
organised by Professor John J. Bonica towards
the end of the Second World War (Bonica,
personal communication). The precipitating
problern was causalgia, a pain originally de-
scribed by Weir Mitchell (1864) during the
American Civil War. This pain was described in
association with a penetrating injury to the
lower cord of the brachial plexus and was
characterised by a burning dysaesthesia in an
ulnar or medial nerve distribution. Because of
pain, these patients were unable to use the
affected hand and so it was the treatment and
rehabilitation of these patients that stimulated
the formation of a clinic. The original clinic
consisted of a surgeon, a physician, a psychiatrist
and an anaesthetist. Over the next twenty
years, there was not much interest shown in
chronic or intractable pain. However, the for-
mation of the International Association for the
Study of Pain (Bonica, 1974) in Seattle in
1973, was a major factor in the increasing com-
mitment to the investigation and treatment of
intractable pain (intractable pain may be
defined as pain of at least one month's duration
which has not been relieved by conventional
techniques).
It is important to consider the process of
selection of patients for referral to these clinics
as the patients suffering from intractable pain
are the reason for the establishment of the
clinics. Finally, it is also important to describe
the functional organisation of pain clinics and
indicate the personnel involved.
Types of pain clinic
Referral to pain clinics may be "open" or
"closed ': An "open" clinic is one where patients
may be referred by any medical practitioner.
By contrast, a "closed" clinic is one which
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accepts only specialist referral.
The decision on whether the clinic is "open"
or "closed" is generally a result of the personnel
and the facilities available. The "open" clinic
almost a1ways needs the facilities of a teaching
hospital whereas a "closed" clinic can function
in any hospitaL The vast majority of pain
clinics are within the hospital environment;
however, pain clinics do exist outside hospitals.
Patients who are referred to pain clinics are
suffering from intractable pain as defined pre-
viously. The most important rule for doctors
working within the pain clinic is that they must
not treat pain symptomatically if there is a
definitive treatment for the cause of that pain.
This is in addition to the basic guidelines for
the treatment of any patient, for example, it
is obvious that the treatment should not be
worse than the disease.
Is there a need for pain clinics?
Adelaide, with a population of 928,200 has
three organised pain clinics; one at each of the
teaching hospitals. In addition, there are 2,466
registered medical practitioners and 180 regis-
tered physiotherapists, all of whom spend
a substantial part of their time treating pain.
Despite, or in spite of, these facilities and the
abundance of medically trained personnel, there
are approximately 114 registered practitioners
of alternative medicine~ The latter comprise
8 acupuncturists, 21 natural therapists and
85 chiropractors, all of whom primarily treat
pain symptomatically. Presumably these practi-
tioners have some success with their sympto-
matic treatment of pain, otherwise they would
not survive in the market place.
To repeat the dictum of the pain clinic,
pain should not be treated symptomatically if
there is a definitive treatment for the cause of
that pain; thus, these practitioners who are not
medically-trained cannot be expected to attempt
to diagnose the cause of the pain. So it is in the
patient's interest to have their intractable pain
problems logically investigated.
The most common cause of long-term
workers' compensation presenting to pain
clinics is low back pain. This suggests that the
cost to the country of this condition as a direct
result of insurance premiums and actual com-
pensation must be substantial.. Despite this
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there appears to be very little organisation in
the logical assessment and treatment of the
problem.
It is patently obvious that there is a spec-
trum of causes of low back pain and so there
are other reasons, apart from a prolapsed disc
and mechanical instability for this paino
At the Flinders Medical Centre there is a
Back Pain Clinic as well as a Pain Clinic and these
two are organised so that all patients attending
either clinic enter the same programme of
assessment and treatmenL The object of the
programme is to minimise avoidable surgery.
This concept will be discussed in more detail
later with the functional organisation of pain
clinics.
There are no figures availahIe for the cost of
intractable pain to the Australian economyo
However, in America, it has been estimated
that it costs 50 billion US dollars a year ane
that low back pain alone accounts for 14 billion
US dollars of this (Bonica, personal communica-
tion). It is likely that the cost in Australia is
proportional on a population basis (220 million
in the USA compared to 14.5 million in Aus-
tralia), Le., approximately 2.9 billion Australian
dollars per year. Thus, there is a need for pain
clinics to assess, diagnose where possible, and
treat these patients with intractable pain on
humanitarian and economic grounds.
Patient selection
Before referral to a pain clinic, patients
generally pass through a fine filter of medical
investigation and opinion and, because of this,
they are a selected group. They have not re-
sponded to the c0nventional treatment for their
pain and the reasons for this are multi-factorial;
however, these reasons can be broadly divided
into three: anatomical, psychological and phar-
macologicaL It is possible that some of the
patients referred to a pain clinic will be in the
2.5% at each end of the normal population dis-
tribution on one or any combination of these
three parameters .. This gaussian variation may
be the reason for the failure of conventional
treatment.
The pain clinic
The pain clinic is any group of medical andl
or health professionals who collaborate to in-
vestigate and treat pain symptomatically. The
bias of each clinic is generally obvious from the
specialty of the Director, for example, the
clinics in Adelaide are run by a neurologist
(Queen Elizabeth Hospital), an anaesthetist
(Royal Adelaide Hospital) and an anaesthetist
(Flinders Medical Centre). However, all three
clinics do have physicians, surgeons, psy-
chiatrists and anaesthetists involved. The
Flinders Medical Centre Pain Clinic, as shown
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in Figure 1, is an open clinic with all these
specialists involvedo
Doctors referring patients are asked to fill
in a special form which is forwarded to the
clinic sister or the Director, who together, from
the information available, decide on the specialist
best suited for the initial assessment of this
patient. For example, if the patient has had
extensive psychiatric treatment prior to being
referred, then a psychiatric evaluation would
logically be the first choice.
The first clinic member who sees the patient
will confirm or estabUsh a diagnosis where
necessary by further investigation or consulta-
tion. Oinie members, doctors or other health
professionals are generally involved initially in
these consultations; however, other specialists
may be consulted. If the exact diagnosis or cause
of the pain has not been found then the site of
the pain is confirmed by diagnostic neural
blockade (Millar and Munger, in press). The
nerves supplying the painful area are blocked
with local anaesthetic. Occasionally epidural
blockade of these nerves, confirmed by numb-
ness and loss of power fails to relieve the pain.
This pain is then considered to be more central
than the epidural space, Le., in the spinal cord
or the brain. Thus, the anatomical pathways of
the pain to the spinal cord are defined.
The narcotic group of drugs are known to
produce analgesia by their action on the spinal
cord and the brain (Snyder, 1974). In patients
with intractable pain it is possible to produce
relief of pain by the intravenous injection of
Pe thidine and to measure the blood levels of
Pethidine and to equate these with the pain
relief. In this way it has been possible to con-
firm a central cause of pain that is in the brain
or the spinal cord. In some patients it is neces-
sary to anaesthetise them with Pethidine before
there is any report of pain relief. This would
appear to confirm a significant emotional com-
ponent to the pain. In addition, it has also
been possible to document pharmacokinetic
variations in some patients. These patients do
not achieve or do not maintain analgetic blood
levels of Pethidine following intravenous, intra-
muscular or oral administration. This is a
possible reason for the failure of conventional
treatment. In this wayan effort has been made
to establish the site of the pain, as well as
documentation of the patient's pharmaco-
kinetics, or how he or she copes with adminis-
tered drugs, albeit with one drug, Pethidine.
The patient's behavioural response (psycho-
logical) to the intractable pain is also docu-
mented by the psychiatrist, clinical psychologist
or social worker. The patient is kept fully in-
formed of the reasons for these consultations
and investigations, the possible side effects of
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the investigations and the results of all con-
sultations and investigations.
After the completion of these investigations
and consultations, the patient is asked if he or
she would attend the monthly clinic conference.
At this conference the patient would be in-
formed, where possible, of the cause of his or
her pain, or the pain pathway involved and a
definitive treatment plan would be outlined and
discussed. This plan would be under the direc-
tion of the most appropriate clinic member.
Some patients find this type of consultation
threatening and so they elect not to attend the
conference. However, the above-mentioned
factors are discussed in their absence and the
results communicated to the patient by the
appropriate clinic member.
The number of patients requiring the com-
plete consultation and investigation is about
10% of the patients referred, that is 4-5 patients
per month at Flinders Medical Centre. The
reasons for this vary from successful treatment,
for example diagnostic neural blockade may
also be therapeutic, to complete dissatisfaction
with the pain clinic (Swanson et al., 1978). It
should be pointed out that there are some
patients who do not want pain relief, because
pain has become a part of their life (Sternbach,
1974), for example the patients who success-
fully use their pain to manipulate their en-
vironment (Fordyce, 1974). This last group of
patients generally complete the full gamut of
consultations and investigations and, as a rule,
they refuse the offer of behaviour therapy treat-
ment because of its psychiatric connotations.
In this way the patient's anatomical pathway
for the transmission of intractable pain and
the patient's psychological response to intract-
able pain are investigated and documented. The
pharmacokinetic investigation as a clinical tool
is in its infancy but it is important in the in-
vestigation of an individual patient's intractable
pain. The reason for the pain becoming intract-
able may be that the patient does not achieve
analgetic blood levels from administered drugs.
As stated before anyone, or any combination,
of these three parameters may be the reason
for the patient's intractable pain 4 Even though
the actual cause of the pain or the diagnosis
may not be clear the reasons for the pain
becoming intractable may be documented.
Collaboration between the pain clinic and
other clinics within the hospital is important.
As mentioned earlier, Flinders Medical Centre
has a Low Back Pain Clinic as well as the Pain
Clinic and there is an organised programme
(Figure 2) for all patients suffering from this
complaint. The Low Back Pain Clinic is run by
an orthopaedic surgeon and the object of the
combined programme is to minimise avoidable
surgery (Fraser, 1978, personal communication)
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assessed and based on this assessment, the
simplest possible investigation and treatment is
started. A number of patients obtain pain relief
from the initial treatment and those whose pain
persists proceed to further investigation and
treatment. Patients obtain pain relief at various
stages of the programme and only those patients
who do not obtain pain relief and who also have
"hard" signs of mechanical instability or disc
prolapse proceed to surgery. There are less
formal associations with the Oncology and
Vascular Ginies.
There was very little investigation of intract..
able pain as an entity distinct from acute pain
prior to the early 19708. Most of the research,
and therefore the information available, involved
acute pain generally in healthy volunteers who
had complete control over the intensity and
duration of the painful stimulus. The patients
suffering from intractable pain often state that
they are only pain free when they are asleep
which is obviously very different from the
acute pain described previously. Hence the
need for research into this problem and the
logical situation in which the research should be
done is within the pain clinic. Some authors
believe that intractable pain is a distinct entity
from acute pain and there is good evidence in
support of this from behavioural and psycho-
logical studies.
In summary, pain clinics are organised to
investigate and treat patients suffering from
intractable pain and are made up of doctors
and/or health professionals. These patients
have played "'musical doctors" and the pro"
gramme described seems to perpetuate this4 It
is therefore necessary to explain to each patient
fully and honestly the reasons for these further
consultations and investigations and also to
outline and discuss with the patient the planned
programme. It is also important to identify the
possible reasons for the patient's intractable
pain. Finally, research into this complex and
difficult field is essential based on humanitarian
and economic grounds and the logical place for
this research is the pain clinic.
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